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Information Circular 6746 reviewed the fatalities in Indiana coal mines 
for the fiscal year October 1, 1931 to September 30, 1932. Since then 
Indiana has changed its fiscal year to the »eriod July 1 to June 30, but as 
most statistical data on accidents are arranged according to calendar years, 
the data in this paver are for the last 3 montns of 1932 and the calendar 
year 1933, rather than for the new Inciana fiscal year, 


Tables 1 and 2 list the fatalities in Indiana coal mines3/ by cause and 
occuoation for the last 3 months of 1952 and for the calendar year 1933. 
The tatalities for the small wagon mines emoloying fewer than 10 men are 
sevarated from those employing 10 or more men to call attention to the ex- 
trenely high fatality rate in small mines, largely because the State mining 
law €oes not avply to them nor do they como under the jurisdiction of the 


Indiana mine inspectors; as a result health and safety conditions are ex- 
tremely bad, 


During the last 3 months of 1932, 5 (aoproximately 42 vercent of the 
total) fatalities occurred in the small mines, while for the calendar year 
1933, 12 (aoproximately 32 percent) of the fatalities occurred in them, 


_ the Indiana Division of Mines and Nining estimates that these small 
mines aave an annual production of approximately 325,000 tons, or about 4,5 
percent of the total cozl-mine production of the State. In other words, for 
these stall mines the fatality rate ver tons mincd during 1933 was about 10 
tines as great ag for the mines emmloying 10 or more men, 


Another lamentable feature in connection with the fatalities in small 
Mines is that very few carry any cormmensation insurance and the owners are 
not worth enough financially for dependents of victims to collect anything 
wider the common law; as a result, the deoendents of those killed usually are 
left >enniless and subjects of public charity. 

1/ The Bureau of Mines will welcome revrinting of this paper, provided the 
following footnote aclmowledgment is used: "Reprinted from U. S,. 

7, da of Mines Information Circular 6828," 

vps ervising engineer, U.S. Bureau of Mines, Vincennes, Ind, 
Tip mines are not included, 
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TABLE 1, ~ Fatalities in Indiana coal mines for October, November, and 


Causes 


Uncerfround 


Falls of roof 

Falls of coal 

Caught betweon car 
and rib 

Run over by cars 

Explosions (windy 
shots) 

Ignition of gas 

Caught between car 
and face 

Dlectricity 

Suffocation other 
than explosion 

Falling persons 

Explosives 

Shar t 

Cage | 

Falling down shaf 

Moterial falling 
down 


Surface 
Electricity 


Lifting 
Machinery 


l/ For October, November, 
2/ For the calondar year 1953, 
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December 1°32 and the calendar year 1933, by causes 
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Fatalities for 19332/ 
in mines employing 
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men 10 men 
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TABLE 2, - Fatalities in In diana coal mines for Oct ber, Fovember, and 
December 13: L9Ge BY end the calenda ar year 1733, by ¢ Section, 
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fe eacsetite tet erie Beet eee a 
| Fatalities for ocad/ | | Fatalities for 19332/| 
/ 111) mines emmloyi.r” in mines employing 
Iccwmatsion | caine (cuumamme umraiags 01 te | Total 
10 or more lFewer thai! 110 or more|Fewer tha 
Men | 10 men | | men LO men 
—— — -— + sk Ss a a a te ee Sa Sone ee wah a es 
| | 
miner 1 4 o ! 7 7 ; 14 
Toaciug-mecnine | | 
nerator aud ; ! | | | 
nelver | 1 | - Le L - | L 
Minias-machine fmun- | | | | 
ner end helver 1 | ~ Lo 4 - 4 
Tracxleyer 1 - i 1 | ~ | L 
Underground laborer 1 | = L | = | = | = 
trip rider ~ _ — | 3 _ 4) 
triver - ~ = 3 _ 3 
ont firer | - | - | ea 3 - 3 
Notorzan se | ~ | a 1 ~- 1 
Fight boss | = 4 a 2 | z 2 
race boss | as | = | — 1 - 1 
Crner of small mine o ! 1 | 1 |; - | v o 
20 lavor Q | ~ | a4 ~~ { ~ ~ 
| 
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Yor October, November, and ad Decomver 1922, 
Yor the calendar year 1933, 


Turough the coursesy of A. G. Wilson, Chief Mine Insoector, the fatal 
accldsut resorts of the de outy Mine insnectors were reviewed, as well as the 
era at the coroners! inquests for tne veriod covered dy this circular, 

end tae information is swmaarized for each setality. 


7 A worker at a clay-oroducts nlant was iilled by a fall of rock while 
a, 7 +3 re * ~ hd ; 2 r ~ 
oe in§ to mine some coal for his orm use along the edge of an abandoned 
S ; 

Plo it; evidently he was not an exnerienced miner, as he had made essen- 


tially no attempt to protect himself with timber while gouging out the coal 
under the side of the it. 


FATALITY 2 


7 4A loading-machine operator was nit by 4 fall of rock and died 3 days 
ae fe and his helver had tested the roof shortly before the accident 
urd the roof slishtly drwamy, They tried to pull down the loose rock 
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with a pick but.were nnable.to.do-so-and-thought it would be safe to work 
under until the vlace was loaded out. The roof was "sweating" and contained 
some Slips, which probably precivitated the fall, 


Tais is another of many cases where men believed they could judge how 
long it would be safe to work under loose rock, and their judgment proved to 
vé Lavlty, with disastrous results, 


Wnenever roof is found to be loose, it either snould be taken down or 
Llmbered securely before any persons are allowed to work under it, 


FATALITY 3 


A miner was killed by a fall of rock at the face, Five men were working 
on a cooperative basis to obtain their win er sunply of coal from a small 
opening in the outcrop of a coal seam, The report does not state whether 
they were exnerienced miners, but probably they were not. A fall of slate 
occurred at the race, striking one of the men and killing him, and while his 
partners were attempting to remove the piece of rock a second and larger fall 
injured one of the other men, 


Doubtless the danger could have been detected and the fatality avoided 
.f the men had taken time to test the roof properly. 


FATALITY 4 


A miner employed at a wagon mine was killed by a fall of rock; he was 
working alone at the time of the accident when a large piece of rook weighing 
1 to 2 tons, fell and crushed him, 


The report does not state when the roof was tested last or whether the 
place was welletimbered, Doubtless this fatality could have been averted if 
the deceased had testec the roof carefully at frequent intervals by the vibra~ 
tion and sounding metnods and had taken prompt precautionary action upon 
finding loose material overhead, 


FATALITY 5 


A tracklayer was killed by a fall of rock at a room neck; he started to 
extend track into a room neck wnen a pit boss, examining tne roof, found it 
to be dangerous, and ordered the tracklayer to stop working until the place 
was made safe, The tracklayer went un the entry for his truck and with the 
assistance of the motor boss pushed it to the point where he had been working 
aud where a laborer was getting ready to make the place safe, Upon reaching 
wils point they stopped the truck, and tne tracklayer stepped under the loose 


rocixs Just as it fell, 


Tuis accident apparently was due to the carelessness of the tracklayer, 
2s ne was fully informed of the dangerous condition of the roof; accidents 
di this trme are by no means uncomnon, though they certainly are inexcusable, 
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FATALITY 6 


A laborer on the nivzht snift was killed by being crushed between a car 
and the rib; he was riding on top of a haulage locomotive and either fell or 
jumed and was caught between the first car of tne trio and the rib, The 
emty tris. was just leaving the shaft bottom and was moving slowly; the motor-— 
man did not see the accident but nearins the decezsed cry out he immediately 
stooped the trin and found the deceased staiding vetween tne first car and tne 
rib. | 


The point where the laborer was killed was on a curve wnere for anproxi-~ 
mately 6 feet the clearance hetveen the ton ede of the car and the rib was 
only about 6 inches, 


This fatality was caused by a combination of two hazardous practices-- 
permitting emmloyees to ride on to» of haulage locomotives and failure to pro- 
vide clearance between cars and riov--which have been responsible for many 
fatalities, | 


FATALITY 7 


A tioole worker died as a result of rwoture caused by lifting a heavy 
ciece of rociz; he was working alone after hoisting had stowped removing large 
nieces of "sulphur" and rocic that had been taken from the picking tables dur- 
ing the snift, Lifting one larzre piece caused a rupture from which he died 
e nours laters this is a tyne of accident difficult to avoid, yet it would be 
avoided if employees were instructed as to the maximum weight they should try 
CO Lit tc. 


FATALITY 8 


A miner in a small wagon mine was killed.by a fall of rock; he was working 
alone turnings a room, and had been dead some time wnen found, The rock that 
killed him was roughly 4 feet in dianeter and 1 foot thick in the thickest 
vlace, The renort does not state whether the wor’zinz place had been examined 
by anyone before the accident, but it probably had not as supervision is usually 
lacking in these small mines, Wo doubt the dangerous condition of the roof 
could have been detected and the accident »revented had proper precautions been 
taxen, 


FATALITY 9 


A mining—machine helver was killed by a fall of slate. The roof at the 
face of the entry where the fatality occurred was Imown to be dangerous be- 
cause of slips. The face boss stated that he had tested the roof in this place 
about an hour before the accident occurred and found it to be safe, The report 
does not indicate whether the machinemen had also tested tne roof, but it is 
xresusaed they lad not, as they nad set the uaciine jack against the loose rock 
end had just finished "sumping in" when the rock fell, The piece of rockwas 
about & feet long, 7 feet wide, and 1 foot thick in the thickest place, 
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Merely sounding a piece of rock of this size might not give a true indi- 
cation of its dangerous condition, Roof should be tested by the vibration 
metnod—-holding the fingers of one hand against the roof and tanping it with 
@ pick or preferably a bar held in the other hand and observing whether the 
overhead material vibrates or moves slightly when struck, at the same time 
noting the sound, 


FATALITY 10 


One of the owners of a small wagon mine was killed by a falling cage, 
Just as he stenped on the cage to be lowered into the mine, the ring on top 
of the cage to which the hoisting ropewas attached broke and the cage fell 
to the bottom of the shaft, a distance of 40 feet, 


The partner who acted as hoisting engineer stated that he had just turned 
the steam into the engines and lowered the care to the ground landing when 
the accident occurred, Tne hoisting apparatus had not been examined before 
the accident, and the hoisting engine had not been operated to make sure the 
equivment was in good condition, This again is typical of the lack of safet; 
precautionary procedure in the operation of very small mines. 


WATALITY 11 
A miner was killed by a fall of rock at the face of an entry. 


The roof in this mine was generally known to be dangerous and was par- 
ticularly so at the point where the accident occurred, as a "roll" crossed 
tue entry at this place, The entry face had been shot the night before, and 
only 1 car of coal had been loaded out at the time of the accident, 


Although the timber supply was ample at the crosscut 60 feet back from 
the face, none had been set within 25 feet of the face, 


The deceased's partner claimed that they tested the roof about 20 minute 
before the accident and thought it was safe. This is probably another case 
of knowing that the roof was loose but believing it was possible to judge 
how long it would be safe to work under it without making it secure; or it is 
another case of trying to determine the condition of roof by "sounding" rather 
than by testing by the vibration method. The rock that fell was about 6 feet 
long, 5 feet wide, and 1 foot thick, 


FATALITY 12 


A topman was electrocuted by an electric current from a high-tension 
line, 


During construction work a ginpole had been erected under a 3,300—volt 
high-tension line, the top of the pole being approximately 3 feet beneath the 
wires, The deceased, who was operating a hand hoist at the bottom of the vole, 
vas electrocuted when the electric current arced from the wires to the steel 
hoisting rope which ran through a metal pulley near the top of the pole, 
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SATALITY 12 


A trip rider was run over by a moving trip. He was riding on the front 
end of a locomotive and juwmed off and ran ahead of the oncoming loaded trip 
to open a trapdoor, When he reached the door ne stumbled and fells as ho was 
only about 20 feet from the oncoming trin, the motorman was unable to stop 
the trio in time to avoid running over aim, 


A trip consisted of the locomotive, 16 loaded cars, and 1 emmty car, The 
track was downgrade toward the door, which added to the difficulty of stopving 
the trip. 


Tnais is one of many fatalities due to trin riders stumbling and falling 
in front of moving trips while running ahead to oven trapdoors or to throw 
svitcnes; this is a dangerous practice and one that should not be permitted. 


MATALITY 14 


A shot firer was killed by an exnlosion from a blown-out shot caused by 
overcharged and poorly placed shots of blac’: blasting powder in a mine where 
tne coal is shot from the solid, This fatality and many similar ones that have 
occured in Indiana and other coal-mining States as a result of "solid shoot- 
ing" could have been »revented if the coal had been undercut and shot with 
permissible explosives, Hundreds, possivly thousands, of lives have been 
uselessly sacrificed in United States coal mines through the use of black 
blasting vowcer, 


FATALITY 15 


A miner in a small wagon mine was suffocated by exvlosives fumes, The 
miner and his son were working at the facc of a room 100 fect past the last 
crosscut, The mine had no fan and liad to depend on natural ventilation, 
which ned heen insutiicient to carry awey ths fumes from Piuck blasting 


novder chots fired the vrevious eveni2az. The father, feeitinr «me effects of 
the explosives uses, called for helv; Ly tne tine Lely arritcd voth men were 
wiconscic.s. Ye sun revived in fresno air, but the father failed to respond 


CUS. 
to artiriciel resyniration, 


Miines emmloyinz fewer than 10 men do not come under the State mining law, 
and the State Inspection Department has no jurisdiction over them; as a re- 
sult they are usually operated with little regard for the safety of the men 
employed, and generally the owner or owners are those adversely affected, 


FATALITY 16 
A miner was killed while retimbering a shaft, 
The shaft timbering decayed, and the shaft had caved tignt at a certain 
vlace, The deceased and another man were standing on the caved material in 


the snaft while retimbering when the debris suddenly gave way, carrying the 
two men with it. Cne escaped injury, but the other was buried and killed, 
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This fatality could have been prevented by the use of safety belts or 
a floating scaffold, 


PATALITY 17 


A miner was killed by a fall of roof near the face of a room in a small, 
cooperative mine; he had been warned of the dangerous condition of the roof 
soon after he started to work in the morning and promised either to take 
cown the loose rock or to timber it before loading out the coal, He con- 
tinued to work under the loose roof, however, doubtless depending upon his 
Juagnent as to how long he could work with safety; about 3 hours later the 
rock fell and killed him, There was plenty of timber in the working place to 
maxe it safe, 


Often it is not sufficient to tell a workman to make himself safe when 
he is found working under dangerous conditions; those in charge should prac- 
tically always stay with him until the place is made safe, or at least until 
the work of making it safe has been started, and should return at intervals 
to make sure the work is being done according to instructions, 


FATALITIES 18 AND 19 


Two shot firers were suffocated by afterdamp from an explesion caused 
by blown-out snots of black blasting powder, 


Tne coal in this mine is shot from the solid with black blasting pewdcr, 
und the report indicates that nearly all the shots in this instance were 
dangerously overcharged, After lighting the shots in the section where the 
explosion originated the two shot firers retired to a refuge hole, fitted 
with a strong door, to wait for the shots to explode, The men were found in 
the refuge hole, suffocated by the afterdamp. 


The mine was dry and dusty, yet no protection had been afforded against 
the propagation of a coal~dust explosion either by rock-—dusting or by the 
application of watcr, 


Unaercutting the coal, the use of permissible explosives, rock-dusting 
at and near the face, and wetting the coal face would have prevented this 
explosion, | 


FATALITY 20 


A miner was electrocuted by a trolley-wire circuit; he was loading steel 
rails onto a mine car on the entry. He had lifted one end of the rail onto 
tne cur and was lifting the other end from the ground to slide the rail up 
ant. the car when the upver end of the rail came in contact with the trolley 
wire, clectrocuting him, An unsuccessful attcompt was made to revive nim by 
administering artificial respiration. 
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Tis accident, ds well as many others due to loading and unloading supplies 
undergrowid, could have been prevonted if trucks rather than mine cars had been 
used for transporting material, It ic mica easier and safer to load and unload. 
a supply trucic than a mine cer, 


VATADIOY. 21 


A miner died 4 days after receiving injuries from falling slate, while 
riding ona man trin at quitting time, : | 


The ceceased and six other men were riding to tne snaft bottom at quit- 
ting time in a muloedrawai car. A large quantity of slate fell on them from 
the rib at a high lace on the entry. Because of an adverse grade the track 
had been elevated at the point where the injury occurred, necessitating a con- 
siderable amount of roof brushing, No timbering had been done at this point 
as the roof had arcned over and was thought to de safe, 


This fatality is chargeable to lack of supervision. 
PATATTIOY 22 


A motorman received severe injurics when he either fell or was knocked 
fron his motor, Pnewnonia developed, and he died 2 weeks later. 


No one witnessed this accident, and the injured man was unable to talk 
because of his injuries; hence the cause of his fall from the mctor and what 
might have prevented it are unknown, 


FATALITIES 23 AND 24 


Two night bosses were killed in on explosion caused by blown-out shots 
of blacks blasting vowder, | 


Three poorly placec blaci-blasting-powdex shots blew out the stemming on 
the night before the explosion, At the end of the shift on the night of the 
explosion the two night bosses reloaded these holes and fired them again; 
again they blew out, this time causing a violent exmlosion in which the two 


basil io | 
bosses were killed, 


This explosion vas due to recklessness on the part of the victims, who 
without question knew the danger of firing shots a second time, Better super- 
vision on the part or the company, particularly over the nlacement of shots, 
is indicated as being necessary, end again black blasting powder is scoen 
needlessly taicing the lives of underground employees. 


FATALITY 25 
A miner was killed by a fall of slate while running a locomotive; he 
and another miner were "syndicating" a vair of entries; that is, they were 


undercutting, shooting, loading, and switching the cars and performing all 
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the main underground operations of mining necessary to drive the entries, At 
tae time of the injury they were switching a car; the deceased was running the 
lecomotive, and his vartner was "lining up" the switches, A large piece of 
reof fell on the deceased, causing injuries from which he dies about 5 months 
later, 


It appears from the revort that the roof at the switch where the injury 
occurred had not been properly timbered, although the roof was known to con- 
tain many slips, This accident is certainly chargeable to poor swmervision, 


FATALITY 26 
A miner was killed by falling face coal, 


A miner in a hand~loading mine was undermining standing loosened coal to 
set a good fall of coal, The face coal gave way suddenly, covering him and 
inflicting injuries from which he dies 3 weeks later, 


This is one of many fatal injuries due to this cause, The practice of 
first loading the loose coal in front of a shot and then undermining the 
standing loosened coal to get an easy fall is very dangerous, ‘the face coal 
should be pulled from the top as the loose coal at the front is loaded, 


Lack of suvervision and of rules for safe operation are indicated, 
FATALITY 27 


One of the mwners of a small wagon mine was killed by a cage at tho 
bottom of a shaft, There were no witnesses, A few moments before the accident 
the deceased had pushed a timber truck to within 15 feet of the shaft, the 
track at this point being downgrade toward the shaft, It is supposed that 
the deceased failed to block the car, which ran forward toward the cage and 
struck him just as the cage on which he was standing was hoisted from the 
bettom; the car which had run onto the cage was caught on the braw af the 
soaft opening, and the deceased fell into the sump and was killed, 


The accident apparently was due to failure of the deceased to black the 
timber truck properly. 


FATALITY 28 


A loading-machine operator was killed by a fall of rack; he ordered his 
helper te knock out some posts that were in the way of the loading machine, 
About 20 minutes after the posts had been-knocked out a large piece of slate 
wnich they had been supporting fell and killed the loading~machine operator, 
/seriously injuring a trip rider who was standing near the loading machine at. 
Ske time of the accident. 


Knocking out posts set to support the roof because they are in the way 
af the loading machine is an extremely dangerous practice, which is followed 
qiere or less frequently and as a matter of habit and should be prohibited, 
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rf it is necessary to*remove posts, crossbars should be set to replace them, 
the loose roof should be taken don, or onssibly other posts should be set to 
replace temmorarily those which have been removed, This tyve of accident is 
far too prevalent where cutting or loading machines are being used in coal 
mines and is wnolly unnecessary if a reasonable amount of time and effort is 
exerted toward making conditions safe, 


FATALITY 29 


A driver was run over by his car, Mo cne witnessed this accident, but 
it is supposed that the deceased was riding on the front end of the loaded 
car, as is the practice, The track at the point of the accident is down 
grade; doubtless the driver lost his balance and fell in front of the car whik 
standing on the bumper and leaning forward with one hand on the mule tq keep 
tse car from rumning up on it, 


Riding on the front end of cars, although almost universally practiced _ 
in Indiana coal mines, is extremely dangerous and has resulted in many fatal 
nd nonfatal injuries, 


FATALITY SO 
& mining-maciine operator was killed by a fall of roof, 


the roof in the room where the accident occurred had numerous water slips, 
and a timberman had been sent into this place to make it secure; he had pulled 
com a quantity of loose slate and pronounced the room safe about 2 hours be- 
fore the accident. The drilling crew had left the place only about an hour 


anead of the cutting-machine crew and pronounced the roof safo at the time they 
Lert. | 


Tne helper on the mining machine stated that the roof did not look good 
and srcke to the runner about it, but the runner said it was all right. The 
rules at this mine require the mining-machine crews to test the roof before 
beginning to cut the face, but in this instance they had been delayed because 
of cadle trouble and did not take tho time to test the roof properly. While 
they were Olling the machine after finishirge the cut the roof fell and killed 
vhe machine runner, 


This accident indicates clearly that roof pronounced safe once cannot be 
expected to remain so indefinitely; if accidents from falls of roof are to be 


prevented, the roof must be tested at frequent intervals during every working 
snift, | 


FATALITY 31 


One of the owners of a small wagon mine employing fewer than 10 men re- 
ceived injuries from the sweep of a "gin" hoist,' from which ho died 10 days 
later, The deceased was operating the "gin" hoist used for hoisting the cage 
‘nthe shaft, The counterbalance for the cage broke, causing the sweep to 
whirl aroumd and. strike him, inflicting injuries from which he cied, 
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“rom the report it appears that the accident was due to lack of proper 
inspection of the hoisting eyuipment, 


PFATALITY 32 


A tracklayer was killed by a fall of rock while riding on a haulage loco- 
motive, 


the wooden leg supporting one end of a steel crossbar gave way as the loco- 
motive was passing, Two men riding on the front end of the locomotive were 
uninjured, but the motorman and the tracklayer, who were riding in the cab at 
the back, were knocked from the locomotive and covered with rock, The motorman 
escapned serious injury, but the tracklayer was killed instantly. 


The failure of the leg was due to decay, and doubtless its condition could 
have been detected by inspection; the use of treated timber would prevent many 
accidents of this kind, 


FATALITY 33 


A trip rider was killed by a fall of rock while standing in the center of 
a roadway. 


The roof in this mine loosens and falls in warm weather and needs close 
attention, The room boss claimed he had examined the roof about 2 hours before 


the accident and found it safe, 


Doubtless this accident vould have Pcen prevented had the entry been sup- 
ported with crossbars, 


FATALITY 34 
One of the owners of a small mine was overcome by explosives fumes, 


this fatality occurred in a small wagon mine employing fewer than 10 men 
and hence not under the mining law or the jurisdiction of the State Inspection 
Department, ‘The mine depended entirely on natural ventilation and had only one 


snaft, 


About 3 hours after quitting time the deceased climbed down buntons to 
the bottom of the shaft (a distance of 120 feet) to repair a pump; about half 
an hour later he called for help, As the steam pressure was insufficient to 
operate the hoisting engine and as it was neccessary to send for the hoisting 
engineer before the cage could be opcrated, considerable delay ensued in getting 
the man out of the mine, Fourtecn black blasting powder shots had been fired 
at quitting time, and the deceased was asphyxiated by the fumes from these shots, 


This fatality points to the necessity of making all State mining laws 
aoplicable to all mines, irrespective of the number of men employed, If this 


mine had been equipped with a ventilating fan and the mine had been properly 
ventilated this. fatality would not have occurred; and it is entirely probable 
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tnat if oermissible explosives had bcen used voisonous gases would not have 
been present, Moreover, if safety is to be considered no underground coal 
mine should be overated unless it has more than one opening to the surface, 


FATALITY 25 


A miner in a small mine ermloving tnree men was killed by a fall of rock 


y 


on the entry while pushing:a loaded car, 


the roof in this mine is »oor, as it hes numerous water slips which re- 
quire careful and close timberinug, The timverinzg, however, had been neglected, 
as is usual in these small mines, and this neglect is responsible for this 
fatality. 


FATALITY 36 
A machine runner was killed by a fall of slate, 


Tne room in wich this accident occurred had just passed through a 
"horseback"; a crack extending from rib to rib had anneared in the roof between 
thie "horseback" and the face, The loader had just finished loading the coal 
at the face of the room when the machine crew came in to umercut the place. 
the loacer called the crew's attention to the crack and cautioned tnem to be 
careful, whereupon the deceased sounded the top with a pick and declared it 
sate, Forty minutes later, just as they were finishing the undercut, a large 
piece of rook fell, killing the machine runner, The rock extended the full 
width of the rcom and was about 3 feet thicic in the center and 6 feet across, 


Tre roof had not looked safe to the loader, altnough due to the size of 
the viece of lcose rock it had apparently sounded solid when hit with a pick, 
Possibly if the macnineman had used the vibration metnod of testing instead 
of denending vyon sound alone he could have detected the dangerous condition 
of tre roof, Tnere was ample timber in the room to make tne place safe, and 
this snould have been tne first consideration, but frequently machine opera- 
tors and crews do not care to consume time and effort to set timbers even 
though tneir own lives are at stake, 


FATALITY 37 


A miner in a small mine employing fewer than 10 men was kibled by a roof 
fall, The accident occurred just after work had started in the morning, The 
miner had pushed an emmty car into his room and was digging a ditch to allow 
the water to Crain away from the face, Hearing the roof begin to "work" he 
started to run back from the face but was caught under the edge of the fall. 
Tae viece of slate that fell was about 18 feet leng, 16 fect wide, and 1 to 
9 feet thick, 


Tae place had not been properly timbered, and as the coal was shet from 
tre solid it is probable that any timber that may have been sci was shot out 
the »revious night; shooting off the solid carries with it numerous hazards, 
anong them a considerable difficulty in keeping timbers in place in the faec 
region where the greatest hazards exist. 


2000 - 13 - 


Google 


Z.C,. 6828 


Tf the miner had examined the roof carefully when he entered the place, 
coubtless he would have discovered its dangerous condition and could have taken 
tue necessary nrecantions to make the place safe, 


FATALITY 38 


A miner was killed by a fall of top coal while he was helping a tracklayer 
nlace a switch at a room neck near the face of the entry, Before starting to 
work the tracklayer noticed that the overhanging tov coal was loose and asked 
one of the loaders working at the face of the entry to put a prop under it, 
wonich he did, Shortly afterward, while a hole was being dug for a tie, the 
ton coal fell, striking one of the miners and inflicting injuries from which he 
died, Tle piece of top coal measured about 8 by 45 feet and was 14 inches 
thick, Setting the prop under the top coal very probably caused it to break 
off at the rib; in this case, instead of setting a prop under it tne loose top 
coal should have been taken down, even though it would have delayed the track- 
layer in his work, Far too frequently underground workmen neglect their own 
safety to "save time", 


FATALITY 39 


A miner fell down the shaft at 6:45 a.m. as the men were being lowered 
into the mine, The south cage was at the ground landing; the south gate was 
opened, and the deceased with others walked towards tne cage, However, instead 
of walking onto the cage with the other men he crossed over to the north or 
ernty compartment of the shaft and either stumbled and fell into the open shaft 
or walked into it with suicidal intent, 


The surface landing at this mine is fenced, and the gates are about 10 
feet back from the shaft. There are no gates at the top of the shaft to keep 
persons within the enclosure from falling into the shaft, There should have 
been gates at the shaft as well as in the enlosure fence, 


FATALITY 40 


A mining machineman was killed by being crushed between a car and the 
face, He and his helper were preparing to undercut the face when two cars 
were accidentally switched into the place, Because of the noise made by a 
loading machine in a connecting place the deceased did not hear the cars until 
it was too late to get out of the way, and he was crushed between one of the 
cars and the face. The switch at the entry had not been lined up with the 


straight track, 


It should be the duty not only of the haulage crews but also of those 
working at the face to make sure that switches when not in use are "lined up" 
with the straight track, particularly when the working place is going to the 
div, Here is another of numerous fatalities caused indirectly through noise 
made by machinery of various kinds in use at or near working faces in mines, 


2000 -~ 14 - 


Google 


I.C. 6828 


4 


FATALITY 41 


A miner was killed by a fall of slate; he and nis vartner were loading a 
car of coal when a piece of rocl:, anvroximately 9 feet lonz, 7 feet wide, and 
0 inches thick, fell and strucls him on the head, fracturing his skull, 


The timbering in the room was too far back from the face for safety, 
although the amole suxoply of posts close at hand could have been used to make 
the place safe, 


ihe deceased's partner claims they tested the roof a short time before 
the accident occurred and that the roof sounded solid, This fatality again 
exemplifies the danger of devending solely on sound when testing roof; un- 
questionably the vibration inetnod should be used, 


FATALITY 42 


& farmer was ‘*xilled by a fall of rock in a simnll mine, while he and 
another farmer were getting out their winter swoply of coal from a small 
sloxe mine or farm, The two men had timbered the nlace well and had sounded 
the sandstone top and thought from the sound that it was safe. 


Wile the deceased was mining soie coal along the rib, a piece of sand 
Tocx about 6 feet long, 3 fect wide, and 18 inches thick fell out between the 
“ibs and the vosts, crushing him, 


Tais is another instance in which testing roof by sound alone did not 
hive a true indication of its dangerous character, The vibration method 
Siould always be uscd as it not only gives the sound but also indicates 
rsether the material under test vibrates or moves wnen struck by the bar in 
vesting, 


FATALITY 43 


A criver was killed by a fall of rock on the shaft bottom 20 feet from 
tue shaft. He had stopped to fill his carbide lamm when a viece of rock 
about S feet long, 4 feet wide, and 12 inches thicks fell on him, inflicting 
Injuries from which he died about le nours later, 


Tne deceased had called the mine bosses! attention to the dangerous 
ondition of the roof 2 days before the accident, but nothing had been done 


tomake it secure, This fatality is chargeable e carelessness of the mine 
rana-ement . 


FATALITY 44 


A Pade boss was burned so severely by the ignition of a pocket of gas 
byan onen light that he died a month later, , 


On the night before the weetaent the fire boss had noticed "driovers" in 
the root of the room where the accident occurred but found no gas. He 
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reported the drippers to the superintendent and suggested that the place be 
kept under close supervision, The next day (Sunday) the room boss was looiwing 
after sowie emexgency tinbering nearby and went in to examine the place in 
waich the driveers- had been observed, Avoparently a fall liberating methane 
nad occurred in the recom between the time of the fire boss's visit and that 

of the room boss, The room boss walked into the room wearing a carbide lamp 
wnich ignited the gas, and he received burns from which he died a montn later, 


At many mines in Indiana the bosses are required to wear electric cap 
lamos and carry lishted flame sarety lamys with them at all times. If sucha 
rule had been in fosce at this mine, dovbtless this fatality would not have 
occurred, Regardless of this fact the room boss, lmnowius tiat roof drippers 
are often folicveda by fells and gas, of his own accord s:ou.d have made an 
examination for gas in this room before entering with his open light, This 
is a tyoe of accident which is going to occur with more or less monotonous 
regularity just as long as open lights are used in coal mines, 


FATALITIES 45, 46, AND 47 


Three miners working in a small mine died as a result of burns caused 
by accidental ignition of black blasting powder while charging shot holes; 
the employces at the mine had attended a union meeting, following which the 
owner of the mine intended to go below and blast, but knowing his father 
was not feeling well the 16-year old son of the owner and 5 other men volun- 


teered to do the blasting for him, 


While one of the men was making a cartridge of black blasting powder 
his cap and carbide lamp fell from his head into the explosive, igniting 
both the cartridge and the explosive in the keg. The 6 men in the room were 
severely burned, 3 of them so severely that they died. 


It is dangerous to use black blasting powder, even when it is handled 
carefully, The practice of making cartridges of black blasting powder while 
wearing an open light or in proximity to an open light is extremely hazardous 
and has resulted in scores of fatalities in coal mines of the United States, 


The mine owner either should have done the blasting himself, as was his 
custom or should have designated a competent man to do it for him instead of 
allowing G inexperienced men to attempt to do the shooting, 


FATALITY 48 


A trip rider was crushed between a car and the rib, 


An empty trip was being pushed around a turn into a pair of side entries 
+o couple to two ompty cars that had been left there on a previous trip, The 
trio rider was riding on the bumper on the outby end of the last car; this 
ner, while being pushed around the turn, jumped the track, catching the trip 


rider between the corner of the car and the rib, 
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Riding the front bummer of a oushed triv is a dangerous practice, The 
trip rider suould wave ricden inside the car, an - 


FATARITY 49 


A miningcj-machine runner was injured by a fall of.rock from which he died 
about OC montus later, 


The cecal at this mine is load-d mechanicelly, and the regular cycle of 
overation is for the timoerman to follow the Loading machine and to make the 
niace safe ahead of the widercutting or drilling crews. On this particular 
(ay a change in timberma. had been made, and tne new Vippereen had fniled to 
race tue worising place safe oliead of the undercutting crew, The latter was 
ina nurry and failed to examine the lace, evidently depending on the t imber- 
mal to make the place safe, The instructions to macnine crews et this mine 
are to examine the roof before beginning to undercut, but in this instance 
the crew failed to do so, 


Inasimen as a new timberman was worlzing on the day of the accident, the 
coss in charge should have made sure to visit the working places to determine 
tasir safety ahead of the machine crew, The machine crew was also remiss in 
not carrying out instructions to examine the roof before beginning to work, 
ais accident was Gue to carelessness cf both workers and management. 


PAVALITY 59 


A loaded car ran over a ‘driver, wno received injuries from which he died 


tne sane day, 


Te deceased was riding on the front end of a two-car trip. As the 
tracr wes cowngrade and no sprags were used, he ras dovbtless standing with 
ne Sand on the mule to keep the cars trom hitting it, and the mulo stumbled, 
causin: the driver to fall in front of the car, 


Riding on the rear enc’of trins is tne practice in many mines; if it had 
Deen the practice at this mine this accident would not have occurred. 


SUMMARY 


fatalities for the entire 15=—month period have been tabulated in table 3 
to show occupation, cause of fatality, cause of accident, and how accident 
sea Lid have been prevented, Under the caption i eencns tas ity for accidents, 
an attempt has been made to fix the responsibility fur cach fatality; a 
mary of the assigned responsibility is included at the bottom of the table, 
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CONCLUSIONS 


With the exception of the one fatality of unknown cause, the evidence 
indicates that all fatalities mizht have  veen prevented if the men, the 
company, or both had taken the available precautions, 


Unquestionably mine accidents, both fatal and nonfatal, can be greatly 
reduced; there are now too many outstanding examples of what has been accom- 
plished along this line for any other conclusion, Comoanies have succeeded 
in reducing accident rates largely by learning from past accidents to 
eliminate as far as possible the dangerous conditions and practices that 
have caused these accidents and thus have prevented their recurrence, 


| This review of fatal accidents in Indiana has been made with the hope 
that lessons may be drawn from them that will tend to prevent similar acci-~ 


dents in the future, 
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